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Abstract: Intimate partner violence (IPV) is a pervasive form of gender-based violence that exac-
erbates in humanitarian settings. This systematic review examined the myriad IPV impacts and
the quality of existing evidence of IPV in humanitarian settings. Following the Preferred Report-
ing Items for Systematic Reviews and Meta-Analyses (PRISMA) procedures, a total of 51 articles
were included from the 3924 screened. We identified the impact of IPV across two levels of the
ecological framework: individual and microsystem. Our findings corroborated previous evidence
that indicated IPV to be associated with adverse physical and mental health for survivors. Our
findings also uniquely synthesized the intergenerational impact of IPV in humanitarian settings.
However, findings highlighted a glaring gap in evidence examining the non-health impact of IPV for
survivors in humanitarian settings and across levels of the ecological framework. Without enhanced
research of women and girls and the violence they experience, humanitarian responses will continue
to underachieve, and the needs of women and girls will continue to be relegated as secondary
interests. Investment should prioritize addressing the range of both health and non-health impacts
of IPV among individuals, families, and communities, as well as consider how the humanitarian
environment influences these linkages.
Keywords: intimate partner violence; gender-based violence; humanitarian settings; ecological
frameworks; systematic review
1. Introduction
Intimate Partner Violence (IPV) is a critically concerning form of gender-based violence
in humanitarian settings. IPV includes violence that occurs within an intimate relationship
of romantic partners or ex-partners, whether cohabitating or not [1]. Moreover, IPV can be
exhibited through physical, sexual, or psychological harm and includes physical aggression,
sexual coercion, psychological abuse, and controlling behaviors [2]. Violence perpetrated by
intimate partners within the private sphere of the home continues to be an insidious form of
gender-based violence during periods of acute crisis as well as protracted emergencies and
post-conflict settings [3–7]. In humanitarian settings, known predictors of interpersonal
violence within the household, including IPV, include conflict exposure, substance use, low
economic status, adverse mental health, and limited social support [8], and many known
determinants of IPV are exacerbated in emergency settings [9].
While less is known regarding the widespread impacts of IPV in humanitarian settings
specifically, several reviews have synthesized evidence examining the global impacts of IPV
on survivors. One review, not specific to low- and middle-income countries (LMICs) nor
humanitarian settings, identified consistent evidence that IPV affected sexual risk-taking
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behaviors, risk of lifetime sexually transmitted infections (STIs), unwanted pregnancy or
induced abortion, and sexual dysfunction [10]. Another review examining both physical and
mental health consequences found that IPV survivors were more likely to exhibit physical
injury, chronic pain, gastrointestinal issues, gynecological disorders, depression, and post-
traumatic stress disorder (PTSD) [11]. Systematic reviews of violence against women and
girls in LMICs found that IPV was associated with composite measures of adverse mental
health, suicidal ideation and behavior, and symptoms of depression, posttraumatic stress,
and disordered eating [12], as well as STIs, unwanted pregnancy or induced abortion, and
number of sexual partners [13]. While these four reviews bolster our understanding of
the consequences of experiencing IPV, they have three notable gaps: (1) these reviews did
not consider IPV in humanitarian settings, (2) these reviews did not include non-health
correlates with IPV, and (3) these reviews did not examine the impacts of IPV beyond the
survivor. The importance of addressing each of these gaps is described below.
Humanitarian crises are associated with periods of extreme chronic stress, loss of
health and social service infrastructure, and strained social support networks; all can serve
to exacerbate the impacts of IPV [14,15]. Moreover, this fundamental breakdown within
humanitarian settings could contribute to unique consequences of IPV when compared to
non-humanitarian settings. For example, the socioeconomic precarity within humanitarian
settings may not only contribute to elevated prevalence of IPV but may also limit survivors’
abilities to return to or search for employment after experiencing IPV. Data collection
of IPV in humanitarian settings is also difficult due to the instability inherent to natural
disasters, infectious disease outbreaks, mass displacement, and civil unrest [6,16,17]. These
measurement challenges have contributed to a paucity of IPV research in humanitarian
settings; thus, little is known about how IPV impacts compare to those encountered in
non-humanitarian settings.
Survivors in humanitarian settings may experience different types and severity of
health impacts given the contextual variances between humanitarian and non-humanitarian
settings. For example, women who would have otherwise accessed healthcare facilities for
physical injuries from IPV may be unable to do so during a natural disaster, thus, increasing
their risk for secondary infection or long-term disability. Moreover, research has yet to
synthesize the non-health related impacts of IPV for survivors despite a growing body
of evidence that has highlighted adverse economic outcomes for IPV survivors [18–21].
Other potential non-health impacts of IPV for survivors include loss of education and
opportunity, productivity loss at work and home, stigma and shame, as well as diminished
social capital, autonomy, and decision making.
Given the burden of violence placed on survivors, individual-level consequences of IPV
are important to identify; however, IPV also has implications for the family unit and society.
For example, witnessing IPV as a child has been linked to adverse mental health as well as an
increased likelihood of perpetrating and experiencing IPV later in life [22–24]. IPV can also
have harder-to-measure consequences at the community and societal levels. Women and
girls who have experienced IPV may become further embedded in a cycle of victimization
that perpetuates the feminization of poverty and the wider erosion of women’s sexual and
reproductive agency. Gender-based violence, including IPV, has also been demonstrated to
have harmful macroeconomic impacts in non-humanitarian settings [25–30]. Other potential
impacts across the ecological framework include intra-household tensions and poverty, in-
creased service needs and strains (health, legal, housing, justice, etc.), as well as perpetuation
of harmful social norms, structural violence, and gender inequities.
Thus, it is critically important to examine the breadth of IPV impacts in humanitarian
settings to understand the complexity of IPV and inform response efforts. Comprehen-
sively examining IPV can enable the critical examination across and between all levels
of society. Heise’s [31] seminal ecological framework illustrated the synergies between
personal, situational, and sociocultural risk factors of male-perpetrated IPV across four
levels: individual (i.e., IPV survivors and victims), microsystem (i.e., interpersonal in-
teractions and relationships), exosystem (i.e., social and organizational structures), and
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macrosystem (i.e., influence on society). This risk framework has been adapted to hu-
manitarian settings [9] and integrated for program design [32]; however, it has not been
adapted as an impact framework. Building from the IPV and humanitarian literature,
we adapted Heise’s ecological framework to hypothesize the myriad impacts of IPV in
humanitarian settings. The adapted framework in Figure 1 guided the expansive interest
of this systematic review by mapping potential impacts of IPV in humanitarian settings at
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Figure 1. Impacts of intimate partner violence in humanitarian settings using an amended ecological framework.
Using the adapted ecological framework, this systematic review endeavored to ex-
amine the impact of IPV for survivors, families, communities, and society. Given the
methodological challenges of collecting data in humanitarian settings, this review also
examined the quality of studies from which the evidence was drawn. Understanding the
full range of impacts that IPV has in humanitarian settings can simultaneously support
critical programming for survivors and address the needs of families and communities
affected by IPV.
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2. Methods
2.1. Search Strategy
We conducted a systematic review of peer-reviewed articles that examined the impacts
of IPV in humanitarian settings using the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidelines [33]. Aligning with standardized violence defini-
tions brokered by the WHO Multi-Country Study in 2005 on Women’s Health and Domestic
Violence against Women [34], the search included articles published between 2005 and
2020. Our search terms strategy was applied to four databases: Embase through Elsevier,
Medline via EBSCO, PsycInfo through Ebscohost, and Scopus via Scopus. Abstracts from
the identified articles (N = 3924) were imported into Covidence for duplication removal,
abstract review, and full-text review. All abstracts and full texts were reviewed by the
authors to determine if they met review criteria at each stage. Conflicts at both the abstract
and full-text review stages were reread and discussed by the authors for the final decision.
A visual representation of the review process is available in Figure 2.
Figure 2. PRISMA flow diagram.
2.2. Inclusion and Exclusion Criteria
Using systematic review software (Covidence), abstracts were reviewed per inclu-
sion criteria. Criteria included abstracts that utilized quantitative methods and abstracts
that included at least one form of IPV as an independent variable. Examples of eligible
IPV variables included experiencing physical IPV during adulthood, mean community
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rates of IPV, and witnessing intra-parental violence during childhood. Using the United
Nation’s Financial Tracking System (FTS) [35], articles were considered eligible if their
abstract mentioned that data were collected during at least one year when the country
received humanitarian funding through either the Consolidated Appeals Process (CAP)
or Humanitarian Response Planning (HRP). If the year of data collection was unclear,
abstracts were flagged but included in the full-text review (n = 54). Countries that received
flash and regional appeals were only included if they also received either direct CAP or
HRP funding. Systematic reviews and dissertations were not included, but their reference
lists were reviewed to identify potentially relevant articles.
The 133 articles that met the criteria for full-text review were closely examined to
determine if the article met exclusion criteria. First, the authors checked to see if each
article was available in English. Articles were then re-reviewed to ensure data collection
overlapped at some point during receipt of CAP and HRP funding between 2005 and
2020. Articles that did not make explicit note of when data were collected were excluded.
However, articles were included if there was any data collection during a CAP or HRP
year; thus, some articles may include data that were collected during CAP/HRP and non-
CAP/HRP years. Similarly, included articles may include some degree of data collection
before 2005 if simultaneous data collection coincided with a CAP/HRP year. Articles
were also more rigorously examined based on if their definition of IPV aligned with the
Inter-Agency Standing Committee (IASC) guidelines definition [1]. For example, articles
needed to either include the explicit IPV terminology or describe how their measure of
violence—particularly interpersonal and domestic violence—was restricted to intimate
partners. Finally, analytical models that did not disaggregate by country were excluded.
2.3. Data Extraction and Quality Assessment
Each article that met inclusion and exclusion criteria was re-reviewed in full (n = 51).
Data extracted from each article related to the study’s sampling framework, variable creation,
and analysis methods. Using the Appraisal tool for Cross-Sectional Studies (AXIS tool) [36],
all included articles were individually scored based on 20 quality assessment criteria.
3. Findings
3.1. Overview of Included Articles
The majority of included articles collected data in sub-Saharan Africa (n = 33). The
remaining articles, including those with data from multiple regions, included data from
Central and Southeast Asia (n = 7), the Middle East (n = 7), or the Caribbean (n = 5). It
is worth noting that all articles from the Caribbean were from Haiti and no articles were
published from Central nor South America. Further, while 48 countries received CAP or
HRP funding between 2005 and 2020, only 18 had at least one article that met inclusion
criteria. While articles that included data collection from 2020 to 2018 were limited, the
years of data collection were roughly equal across the remaining years 2005–2017 with an
average of six articles including data collected from each of these years.
All of the articles included women and/or girls within the sample and five also
included men and/or boys. The vast majority of articles utilized cross-sectional data either
from a cross-sectional (72.55%, n = 37) or longitudinal study (17.65%, n = 9). Only 9.80%
(n = 5) articles included analysis using longitudinal data. With 19.61% (n = 10) of articles
using data from interventions, most of the remaining articles utilized population-based
designs (41.18%, n = 21) or non-population-based designs (35.29%, n = 18). One article
included data from an intervention study in Afghanistan and a non-population-based
study design from Palestine. The final type of study design, a retrospective case review,
was only used in one article that examined homicides in Maputo Province, Mozambique
between 2016 and 2017.
The most common primary analysis model was multivariable logistic regression
(60.78%, n = 31). Ten articles (19.61%) utilized other types of multivariable inferential
modeling, including multivariable linear regression (9.80%, n = 5). One article included
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both multivariable linear and logistic regressions and another article utilized multivariable
hierarchical regression. The primary models for the remaining nine articles that did not
incorporate multivariable inferential modeling used either bivariate (13.73%, n = 7) or
descriptive (3.92%, n = 2) analysis. See Table 1 for a comprehensive overview of the
included articles.
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Note: When not explicitly indicated by the authors, the designation of “primary analysis model” was based on the first multivariate model
provided per article. Thus, sensitivity testing was not included. If an article did not provide multivariate findings, then bivariate findings
were reported; if bivariate findings were not reported, then descriptive findings were reported. + indicates that data from at least one
other country was included in the article but excluded from this review; ++ indicates that the article includes data from men; +++ indicates
that two stages of analytical modeling were included for extraction; ++++ indicates that only non-binary measurements are indicated in
parentheses. Acronyms—mo: month; HIV: Human Immunodeficiency Virus; ATI: Antiretroviral Therapy Interruption; IPV: intimate
partner violence; MSM: Men who have Sex with Men; FSW: Female Sex Workers; TWG: Transgender Women; DRC: Democratic Republic
of the Congo; PTSD: Post-Traumatic Stress Disorder; SDs: Standard Deviations; UIP: Unintended last Pregnancy; PMTCT: Prevention
of Mother To Child Transmission; ARV: Antiretrovirals; HBsAG: Hepatitis-B Virus Surface Antigen; CQI-PMTCT: Continuous Quality
Improvement for Prevention of Mother To Child Transmission; PLACE: Priorities for Local AIDS Control Efforts; WfWI: Women for Women
International; RMA: Reaching Married Adolescents; IMAGES: International Men and Gender Equality Survey; GHESKIO: Haitian Group
for the Study of Kaposi’s Sarcoma and Opportunistic Infections; RCCS: Rakai Community Cohort Study.
3.2. Impacts of IPV
Consequences of IPV were identified across two primary levels: individual/survivor
and microsystem/relationship (see Table 2). While all but six inferential articles demon-
strated significant associations between at least one form of IPV and adverse individual-
level impacts, these findings were often related to the ill-health of the survivor. Only two
articles examined how direct IPV experience was associated with future IPV victimization
(n = 1) or perpetration (n = 1), while five articles included variables related to healthcare
access, healthcare adherence, or health status disclosure.
Except for one article that examined IPV perpetration and one article that examined
IPV revictimization, all of the individual-level associations with IPV were directly related
to ill-health (n = 41). The most common associations were in the mental health category
(n = 11). Each of the 11 mental health studies included significant associations between IPV
experience and worse mental health, with mental health variables ranging from aggregate
wellness measures (including poor mental health and mental component summary) to
specific conditions (including PTSD, substance abuse, and depression) or suicide variables
(including ideation, thoughts, and attempts). The most common mental health variable was
depression, which was included in six-articles and included perinatal depression, major
depressive disorder, and past one-week, two-week, or four-week depression symptoms.
Other health categories at the individual level included the groupings of reproductive
health (n = 8), HIV and other sexually transmitted infections (n = 7), pregnancy, birth, and
infancy (n = 7), healthcare access, adherence, or disclosure (n = 5), overall health (n = 2), sub-
stance use (2.17% n = 1), and fatal injuries (n = 1). Significant findings were consistent across
groupings, linking IPV with adverse physical health and mental health. Only seven of the
articles included no significant results concerning individual-level impacts of IPV; moreover,
there were two descriptive articles (n = 2) that were excluded when reviewing significance.
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Table 2. Associations with intimate partner violence, per study.
Impact Categories, by Level of
Ecological Framework
Corresponding Article
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
Individual/survivor level
HIV and other sexually transmitted
infections - - - - - - - - - - - - - - - - - - -
Pregnancy, birth, and infancy - - - - - - - - - S - - - - - S - - -
Substance use - - - - - - - - - - - - - - - - - - -
Mental health S - - S S S - - - - - - - - - - - -
Overall health - N/A - - - - - - - - - - - - - - - - -
Fatal injuries - - - - - - - - - - - - - - - - - - -
Reproductive health - - S - - - - - - - - - - S S - - S -
Perpetration - - - - - - - - - - - - - - - - - - -
Revictimization - - - - - - - - - - - - - - - - S - -
Healthcare access, adherence, or disclosure - - - - - - NS - - - S - - - - - - - -
Microsystem/relationship level
IPV perpetration during adulthood
(children) - - - - - - - - - - - - - - - - - - NS
Lifetime IPV victimization (children) - - - - - - - S - - - - S - - - - - -
Physical health conditions (children) - - - - - - - - - - - S - - - - - - -
Emotional/behavioral problems (children) - - - - - - - - S - - - - - - - - - -
Accepting attitudes of IPV (children) - - - - - - - - - - - - - - - - - -
Martial disruption (partners) - - - - - - - - - - - - - - - - - - -
Fatal injuries (familial homicides) - - - - - - - - - - - - - - - - - - -
Impact Categories, by Level of
Ecological Framework
Corresponding Article
20 21 22 + 23 24 25 26 28 29 30 31 32 33 34 35 36 37 38 39
Individual/survivor level
HIV and other sexually transmitted
infections - NS - S S S - - - - S - - - - - - - -
Pregnancy, birth, and infancy - - S - - - - - - - - - - - - S - - -
Substance use NS - - - - - - - - - - - - - - - - - -
Mental health S - - - - - S - - - - - - S - S - -
Overall health - - - - - - - - - - - - - - - - - - -
Fatal injuries - - - - - - - - - - - - N/A - - - - - -
Reproductive health - - - - - - - - - - - - - NS - - - - -
Perpetration - - - - - - - - - - - - - - - - - S -
Revictimization - - - - - - - - - - - - - - - - - - -
Healthcare access, adherence, or disclosure - NS - - - - - S NS - - - - - - - - - -
Microsystem/relationship level
IPV perpetration during adulthood
(children) - - - - - - - - - - - - - - - - - S S
Lifetime IPV victimization (children) - - S - - - - - - - - - - - - - - - -
Emotional/behavioral problems (children) - - - - - - - - - - - - - - - - - - -
Physical health conditions (children) - - - - - - - - - - - - - - - - - - -
Accepting attitudes of IPV (children) - - - - - - - - - - - S - - - - - - -
Martial disruption (partners) - - - - - - - - - S - - - - - - - - -
Fatal injuries (familial homicides) - - - - - - - - - - - - - - - - - - -
Impact Categories, by Level of
Ecological Framework
Corresponding Article
40 41 42 43 44 45 46 47 48 49 50 51
Individual/survivor level
HIV and other sexually transmitted
infections S - S - - - - - - - - -
Pregnancy, birth, and infancy - - - S - - - NS - - S -
Substance use - - - - - - - - - - - -
Mental health - - - - S S - - S - -
Overall health - - - - S - - - - - - -
Fatal injuries - - - - - - - - - - - -
Reproductive health - - - - - - S - - - - NS
Perpetration - - - - - - - - - - - -
Revictimization - - - - - - - - - - - -
Healthcare access, adherence, or disclosure - - - - - - - - - - - -
Microsystem/relationship level
IPV perpetration during adulthood
(children) - - - - - - - - - - - -
Lifetime IPV victimization (children) - S - - - - - - - - - -
Emotional/behavioral problems (children) - - - - - - - - - - - -
Physical health conditions (children) - - - - - - - - - - -
Accepting attitudes of IPV (children) - - - - - - - - - - - -
Martial disruption (partners) - - - - - - - - - - - -
Fatal injuries (familial homicides) - - - - - - - - - S - -
Note: The health categories were informed by the World Health Organization’s classification of health outcomes associated with intimate
and non-IPV (WHO, 2013). Other categories were designated based on the authors’ knowledge of violence literature and the general
themes presented in the findings. Thus, the categories should only be viewed as representative of the included literature and were not
meant to be an exhaustive list of potential categories associated with violence. S indicates that at least one of the intimate partner violence
variables included within the primary model(s) was significantly associated with a dependent variable, NS indicates that none of the
intimate partner violence variables were significantly associated with a dependent variable, N/A indicates that inferential statistics were
not conducted,—indicates that outcome group was not included within the analytical modeling. Significance was determined by a p-value
of <0.05; if no p-value was provided then adjusted odds ratio were considered significant if the confidence intervals were consistently
greater than or less than 1.00. + indicates that two stages of analytical modeling were included for extraction. Acronyms: IPV—intimate
partner violence; HIV—Human Immunodeficiency Virus.
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Fewer articles included impacts of IPV at the microsystem level (23.53%, n = 12). The
10 articles that examined the intergenerational impact of IPV between parents or caregivers
often focused on IPV perpetration (n = 3) or victimization (n = 4) during adulthood. Other
categories, each examined by one article, included physical health conditions during
childhood, emotional and behavioral problems during childhood, and accepting attitudes
of IPV during adulthood. All of these articles included significant associations with
at least one of the IPV variable(s) and an adverse outcome, except one article that did
not find a significant association between childhood exposure and perpetration during
adulthood. Moreover, one article examined the significant association between IPV and
marital disruption. The final article, examining the associations of IPV with relationships,
identified that women who experienced physical violence in the past year were more likely
to report a female relative being killed in the name of honor by another family member.
While community-level IPV (i.e., societal level violence) was included as an independent
variable in three articles, no articles examined societal-level impacts of IPV.
3.3. IPV Variables
The measurement of IPV varied across articles (See Table 3), with a little less than
half including more than one measure of IPV (43.14%, n = 22). However, there were some
notable themes in measurement, including the tendency to focus on direct victimization
of violence (86.27%, n = 44). When measuring direct victimization of IPV, articles often
included the timeframe of lifetime exposure for at least one of the violence variables (n = 29).
The most common form of IPV was multiple or any form (n = 28), and most measures of
direct victimization of IPV were binary (n = 37).
Table 3. Classification of intimate partner violence as independent variable(s), per study.
IPV Variable Classification, by Level
Corresponding Article Number
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
Personal victimization of intimate partner violence
Timeframe Lifetime - x x x x - x - - - x - - x x - - x -
Current partnership - - - - - - - - - - - - - - - - - - -
Previous partnership - - - - - - - - - - - - - - - - x - -
Past 12-mo or past year x - - x - - - - - - - x - - - - - - -
Past 3-months - - - - - x - - - - - - - - - - - - -
Past 1-month - - - - x - - - - - - - - - - - - - -
During pregnancy - - - - - - - - - x - - - - - x - - -
Last incidence - - - - - - - - - - - - - - - - - - -
Forms Multiple forms or any IPV x - - - x - x - - x - x - - - x x x -
AGBH - - - - - - - - - - - - - - - - - - -
Emotional - - - - - x - - - - - - - - - x - - -
Physical - x x x - x - - - - x - - x x x - - -
Physiological - - x x - - - - - - - - - - - - - - -
Sexual - - x x - x - - - - x x - x x x - x -
Verbal - - - - - - - - - - - - - - - - - - -
Measurement Nominal (binary) x x x - - x x - - x x - - x x x x x -
Nominal (>2 categories) - - - x - - - - - - - - - - - - - - -
Ordinal - - - - - - - - - - - - - - - - - - -
Interval - - - - - - - - - - - - - - - - - - -
Ratio - - - - x - - - - - - - - - - - - - -
Childhood witnessing of intimate partner violence between parents
Timeframe During childhood - - - - - - - x x - - x x - - - - - x
Forms Multiple forms or any IPV - - - - - - - x x - - x x - - - - - x
Physical - - - - - - - - - - - - - - - - - - -
Measurement Nominal (binary) - - - - - - - x x - - x x - - - - - x
Community rates of intimate partner violence
Timeframe Lifetime of respondents - - - - - - - - - - - - - - - - - - -
Past 5-years - - - - - - - - - - - - - - - - - x -
Forms Multiple forms - - - - - - - - - - - - - - - - - x -
Physical - - - - - - - - - - - - - - - - - - -
Sexual - - - - - - - - - - - - - - - - - x -
Measurement Nominal (binary) - - - - - - - - - - - - - - - - - - -
Ordinal - - - - - - - - - - - - - - - - - - -
Ratio - - - - - - - - - - - - - - - - - x -
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Table 3. Cont.
IPV Variable Classification, by Level
Corresponding Article Number
20 21 22 23 24 25 26 27 28 29 30 + 31 32 33 34 35 36 37 38 39
Personal victimization of intimate partner violence
Timeframe Lifetime x x x x x x x x - x - x - - - x x x x -
Current partnership - - - - - - - - x - - - - - x - - - - -
Previous partnership - - - - - - - - - - - - - - - - - - - -
Past 12-mo or past year - - - - - - - - - - x - - - - - x - - -
Past 3-months - - - - - - - - - - - - - - - - - - - -
Past 1-month - - - - - - - - - - - - - - - - - - - -
During pregnancy - - - - - - - - - - - - - - - - x - - -
Last incidence - - - - - - - - - - - - - x - - - - - -
Forms Multiple forms or any IPV x x x x x x x x x x - x - x x x x x x -
AGBH - - - - x - - - - - - - - - - - - - - -
Emotional - x x - x - - - - - x - - - - x x - - -
Physical - x x - x - - - - - x x - - - x x - - -
Physiological - - - - - - - - - - - - - - - - - - - -
Sexual - x x - x - - - - - x x - - - x x - - -
Verbal - - - - - - - - - - - x - - - - - - - -
Measurement Nominal (binary) x x x x x - x x x x x x - x x - x x x -
Nominal (>2 categories) - - - - - - - - - - - - - - - - - - - -
Ordinal - - - - - - - - - - - x - - - x - - - -
Interval - - - - - x - - - - - - - - - - - - - -
Ratio - - - - - - - - - - - - - - - - - - - -
Childhood witnessing of intimate partner violence between parents
Timeframe Lifetime of respondents - - x - - - - - - - - - x - - - - - x x
Forms Multiple forms or any IPV - - x - - - - - - - - - x - - - - - x x
Physical - - - - - - - - - - - - - - - - - - - -
Measurement Nominal (binary) - - x - - - - - - - - - x - - - - - x x
Community rates of intimate partner violence
Timeframe Lifetime of respondents - - x - - - - - - - - - - - - - - - - -
Past 5-years - - - - - - - - - - - - - - - - - - - -
Forms Multiple forms - - x - - - - - - - - - - - - - - - - -
Physical - - - - - - - - - - - - - - - - - - - -
Sexual - - - - - - - - - - - - - - - - - - - -
Measurement Nominal (binary) - - - - - - - - - - - - - - - - - - - -
Ordinal - - x - - - - - - - - - - - - - - - - -
Ratio - - - - - - - - - - - - - - - - - - - -
IPV Variable Classification, by Level Corresponding Article Number
40 41 42 43 44 45 46 47 48 49 50 51
Personal victimization of intimate partner violence
Timeframe Lifetime x - - x x x - x x - - -
Current partnership - - - - - - - - - - - -
Previous partnership - - - - - - - - - - - -
Past 12-mo or past year - - x - - x x - - x - -
Past 3-months - - - - - - - - - - - -
Past 1-month - - - - - - - - - - - -
During pregnancy - - - - - - - - - - x -
Last incidence - - - - - - - - - - - -
Forms Multiple forms or any IPV - - - - - x - x x - - -
AGBH - - - - - - - - - - - -
Emotional - - - - x x x - - - x -
Physical x - x - x x x - - x x -
Physiological x - - - - - - - - - - -
Sexual x - - x - x x - - - x -
Verbal - - - - - - - - - - - -
Measurement Nominal (binary) x - x x - x x x x x x -
Nominal (>2 categories) - - - - - - - - - - - -
Ordinal - - - - x - - - - - - -
Interval - - - - - - - - - - - -
Ratio - - - - - - - - - - - -
Childhood witnessing of intimate partner violence between parents
Timeframe Lifetime of respondents - x - - - - - - - - - -
Forms Multiple forms or any IPV - x - - - - - - - - - -
Physical - - - - - - - - - - - -
Measurement Nominal (binary) - x - - - - - - - - - -
Community rates of intimate partner violence
Timeframe Lifetime of respondents - - - - - - - - - - - x
Past 5-years - - - - - - - - - - - -
Forms Multiple forms - - - - - - - - - - - x
Physical - - - - - - - - - - - -
Sexual - - - - - - - - - - - -
Measurement Nominal (binary) - - - - - - - - - - - -
Ordinal - - - - - - - - - - - -
Ratio - - - - - - - - - - - x
Note: + indicates that multiple forms of IPV were included in study but not all IPV variables were included in inferential model.
Acronyms—mo: month; IPV: intimate partner violence; AGBH: aggravated bodily harm.
Fewer articles included variables that identified whether respondents witnessed IPV
between their parents or primary caregivers during childhood (19.61%, n = 10). However,
all of those articles included binary measurement of all forms of violence. Each of the
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articles (n = 3) that included a variable of community rates of IPV included multiple or any
form of IPV; one article also included community rates of sexual violence. The timeframe
used to determine community rates was either the past five-year reporting from secondary
data (n = 1) or the aggregate lifetime experience of respondents in the sample (n = 2). The
two measurement typologies for community violence were ordinal (n = 1) or ratio (n = 2).
3.4. Quality Assessment
As there are no formal AXIS scoring criteria, the authors ranked articles into four
categories whereby scores of 15–20 were classified as the upper category, 10–14 as the
upper-middle category, 5–9, as the lower-middle category, and 0–4 as the lowest category.
Table 1 includes the quality assessment classification of each article and Table 4 includes the
aggregate AXIS results per item. Nearly all articles met the criteria for the top 31.37% (n = 16)
or upper-middle 62.75%% (n = 32) categories, with only three (5.88%) articles meeting the
criteria for the lower-middle category and none meeting the criteria for the lowest category.
The low overall scoring of items 13 and 14, both of which pertained to non-response rates,
was not surprising given that only 45.10% (n = 23) of articles described measures taken to
categorize non-responders (item 7). The other low score was related to the measurement of
risk factors and dependent variables (item 9), whereby only 25.49% (n = 13) of the articles
fully described how the primary variables were derived from instruments or measurements
that had been trialed, piloted, or previously published.
Table 4. AXIS quality assessment of included articles, frequency per item, and quartile distribution of final score.
n %
Introduction
1. Were the aims/objectives of the study clear? 51 100.00%
Methods
2. Was the study design appropriate for the stated aim(s)? + 45 88.24%
3. Was the sample size justified? 28 54.90%
4. Was the target/reference population clearly defined? (Is it clear who the research was about?) 51 100.00%
5. Was the sample frame taken from an appropriate population base so that it closely represented the target/reference
population under investigation? 41 80.39%
6. Was the selection process likely to select subjects/participants that were representative of the target/reference population
under investigation? 45 88.24%
7. Were measures undertaken to address and categorize non-responders? 23 45.10%
7.a Were measures undertaken to categories non-responders (i.e., do the authors identify the non-response rate)? 43 84.31%
7.b Were measures undertaken to address non-responders (i.e., do the authors identify how the non-response rate was addressed)? 25 49.02%
8. Were the risk factor and outcome variables measured appropriately to the aims of the study? 25 49.02%
9. Were the risk factor and outcome variables measured correctly using instruments/measurements that had been trialed,
piloted, or published previously? 13 25.49%
9.a Were the independent IPV variables measured correctly using instruments/measurements that had been trialed, piloted, or
published previously? 24 47.06%
9.b Were the outcome variables measured correctly using instruments/measurements that had been trialed, piloted, or
published previously? 18 35.29%
10. Is it clear what was used to determined statistical significance and/or precision estimates (e.g., p values, CIs) ? 50 98.04%
10.a Was sensitivity testing conducted? 2 3.92%
11. Were the methods (including statistical methods) sufficiently described to enable them to be repeated? 37 72.55%
Results
12. Were the basic data adequately described? 49 96.08%
13. Does the response rate raise concerns about non-response bias? +,++ 2 3.92%
14. If appropriate, was information about non-responders described? + 1 1.96%
15. Were the results internally consistent? 28 54.90%
15.a Were bivariate and multivariate analyses available? +++ 33 64.71%
16. Were the results for the analyses described in the methods, presented? 50 98.04%
Discussion
17. Were the authors’ discussions and conclusions justified by the results? 47 92.16%
18. Were the limitations of the study discussed? 49 96.09%
Other
19. Were there any funding sources or conflicts of interest that may affect the authors’ interpretation of the results? ++ 23 45.10%
20. Was ethical approval or consent of participants attained? 35 68.63%
Note: Quartile distribution was as follows: 31.37% (n = 16) top category, 62.75% (n = 32) upper-middle category, 5.88% (n = 3) lower-middle
category, 0.00 % (n = 0) lowest category. + indicates an item where only one reviewer’s votes were applied; ++ indicates that consistent “No”
voting were applied to these articles; +++ descriptive studies were not included in the % calculation (n = 49). Acronyms—IPV: intimate
partner violence. Notations—%: percentage of included studies; n: number of studies. For AXIS items that had two separate components
(e.g., items 7 and 9), reviewers voted for each component separately; only articles that reviewed affirmative votes for both components
by both reviewers were counted for the corresponding item. Information it italics represents additional considerations, beyond the AXIS
designations. While not impacting the final score, two additional sub-items were included to determine the frequency that articles included
sensitivity testing (10.a) or provided both bivariate and multivariate results (15.a).
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The averages of the first four domains in the AXIS tool—introduction, methods, results,
discussion—were relatively similar; however, the final domain of “other” included two
items with low averages. The first item of the “other” domain asked about funding sources
or conflicts of interest that may affect the authors’ interpretation of the results, whereby
only half of the articles (n = 28) did not have overt conflicts. It is important to note that
the “don’t know” option was selected whenever funding information was not provided;
thus, those votes did not contribute to the final count. Similarly, only 68.63% (n = 35) of
the articles reported ethical approval; however, this only reflects ethical approval reported
within the articles. Some studies may have acquired ethical approval, but the authors
did not report it. In both instances, these findings are important in regard to flagging the
inconsistent reporting of ethical information.
4. Discussion
This review endeavored to identify the common and unique impacts of IPV in hu-
manitarian settings across the entire ecological framework; however, no included article
examined the impacts of IPV at the exosystem or macrosystem levels. Thus, we synthesized
the existing empirical evidence at the individual and microsystem levels. Our synthesis cor-
roborated previous reviews that indicated IPV to be associated with adverse physical and
mental health outcomes for survivors at the individual level [10–13] and identified that IPV
in humanitarian settings has detrimental impacts on family members at the microsystem
level. Critically, the included articles for this review did not elucidate humanitarian-unique
impacts of IPV. This is concerning, as there are many characteristics germane to humanitar-
ian settings that could both exacerbate the prevalence of IPV [6] and magnify the impact of
IPV [9,88]. Without a comprehensive understanding of IPV’s influence across the ecological
framework, important considerations for programming and policy may be overlooked and
funding may continue to underserve women and girls in humanitarian settings [89]. As
the evidence-base expands, we advocate for future efforts to consider how the ecological
framework proposed in Figure 1 may be refined to comprehensively reflect the impacts of
IPV in humanitarian settings. Few of the hypothesized impacts of IPV from Figure 1 were
explored in the included articles and no novel impacts were included within the study
designs of the reviewed literature, thus, highlighting huge and important data gaps.
A striking challenge with examining the included research to ascertain the impacts of
IPV during humanitarian crises was the reliance on lifetime experience of IPV as a single
binary variable. In addition to reflecting an oversimplification or potential measurement
issue, this lifetime experience of IPV could have occurred outside the period when a context
would be considered a humanitarian setting. Only ten articles included IPV experienced
within the past 1 to 12 months, but it is important to flag that all of them reported a
significant association between IPV and the impacts of IPV. The number of selected articles
was too small to rigorously compare but this finding highlights that IPV experienced during
a humanitarian crisis may be more consistently associated with adverse IPV impacts than
lifetime exposure. Future research should include explicit consideration regarding how
different experiences of violence before, during, and after a humanitarian crisis may
uniquely influence survivors, families, and communities. Research should also explore
the interactions of IPV impacts between levels of ecological framework. Such research
would begin to elucidate how and to what extent various levels of the ecological framework
have interactive and reinforcing influence on the impacts of IPV (also known as reciprocal
determinism). This type of interconnected thinking could bolster program efficiency by
supporting more targeted programming to address the most acutely influential impacts
of IPV [90,91].
When examining the quality assessment results, the AXIS tool yielded favorable scores
for the included articles; however, there are still important gaps regarding the broader
scientific evidence available. The choice of the AXIS tool was, in part, due to the cross-
sectional nature of most articles. Only five of included articles analyzed longitudinal
data, aligning with other reviews in non-humanitarian settings with a similar dearth in
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longitudinal data [12,13]. Longitudinal studies from humanitarian settings are needed to
temporally understand the interplay of IPV experience, humanitarian conflict/emergency,
and outcomes across the ecological model. Moreover, humanitarian IPV research is geo-
graphically stymied. Of the 48 countries that received either CAP or HRP funding between
2005 and 2020, data from only 18 countries (37.50%) were included within a publication
that met our inclusion criteria. The vast majority of data were collected within the African
continent, and there were no articles from South and Central America. The included studies
were also limited in their ability to consider the temporal and geographical severity of
humanitarian crises. Emergency designation (Level 1—Level 3) is available for current
and recent crises [92], but there is no open-source designation of crisis severity between
settings and across time. The INFORM Global Crisis Severity Index (GCSI) provides as an
emerging initiative that may support examination of humanitarian crisis designation and
IPV impacts for future research [93]. By integrating multi-level modeling techniques of
GCSI designations or other secondary data sources like Armed Conflict Location and Event
Data Project (ACLED) or Uppsala Conflict Data Program (UCDP) [4,54], researchers could
examine the influence of various forms of IPV between crisis severity. In the meantime,
researchers should consider operationalizing humanitarian stressors, such as self-reported
conflict exposure and forced migration. Researchers and donors, alike, need to consider
how to more inclusively and comprehensively fix these data gaps as they impede the ability
to address the impacts of IPV in humanitarian settings.
5. Limitations
Limitations of this systematic review should be carefully considered. The overwhelm-
ingly significant associations demonstrated in the findings may be a result of publication
biases for articles that demonstrate significant findings. Thus, we cannot exhaustively state
that other dependent variables have not been examined, only that other dependent vari-
ables were not available in the published peer-reviewed literature. Future research should
examine and report on a range of outcomes that have been theorized to have associations
with IPV. When including common impact variables, future research should build upon
existing modelling to support comparability as the misalignment in measurement across
studies hindered the possibility of meta-analysis for this systematic review. Finally, this
systematic review utilized the AXIS tool for quality assessment despite not all articles using
cross-sectional data. While the AXIS tool was developed for cross-sectional studies, each
item within the AXIS tool was relevant for longitudinal research and the authors felt it was
important to apply the same criteria for each article to enable comparability.
6. Conclusions
IPV in humanitarian settings is pervasive, and findings from this review indicated
that its impacts are far-reaching. We demonstrated that IPV was significantly associated
with a range of adverse health and non-health impacts for individuals and family members.
However, there remains a paucity of inclusive research examining the novel impacts of
IPV in humanitarian settings across the ecological framework. An understanding of the
health and non-health impacts of IPV among survivors and, importantly, their families
and communities, is critical for programming to thwart the widespread harms of IPV. With
any hopes of achieving the Sustainable Development Goal of Gender Equality by 2030 [94],
research and investment needs to prioritize the unique experiences of IPV by survivors in
humanitarian settings and the impacts across the ecological framework.
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